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V 000 INITIAL COMMENTS V 000

 This visit was an End State Renal Disease 

federal complaint investigation survey.

Complaint number: IN00100996 - 

Unsubstantiated: Lack of sufficient evidence.

Survey date:  January 18, 2012

Facility number:  006646  

Medicaid vendor number:  200897490

Surveyor: Kelly Ennis, BSN, RN, Public Health 

Nurse Surveyor

Fresenius Medical Care Franklin was found to be 

in compliance with the Conditions for Coverage 

for End-Stage Renal Disease Facilities at 42 CFR 

494.80: Patient Assessment as was related to the 

complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

January 19, 2012
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